
the result in every case that I have thus treated
has been most satisfactory. All of my patients
who were dependent upon the catheter for
emptying the bladder have, subsequent to treat-
ment, been able to pass their water with abso-
lute freedom. This has proved to me that re-
tention of the urine in the cases thus treated
has been due to the valvular folding of the
urethra, rather than to deformity of the pros-
tate.

The large prostate, after replacement, tends
to remain in proper position unless shaken
down again by some force, in which case it
will need another replacement; but most of my
cases have kept in position and catheterism has
been avoided during the balance of their lives.
One patient, at present about 80 years of age,
has had no obstruction to the flow of urine
since I replaced his prostate sixteen years ago.

While I do not think, or claim, that every
case can thus be treated and thus escape surgi-
cal interference, I do claim that this treatment
can be applied in cases where immediate surgi-
cal interference would seem unwise, if not
dangerous. In illustration of this point, I will
describe the following ease:

In the summer of 1920, a man on a farm,
neighboring to mine, was reported very ill with
acute cystitis. He was suffering from great
prostration and retention which necessitated
the frequent use of a catheter. I went to see
him and found his urine loaded with pus and
very malodorous. I put him in the knee-chest
position and replaced his very large prostate in
the manner described above. The next day,
both of his testicles were swollen and painful.
Applications of cold, however, soon quieted
down this disturbance, and from that time to
the present, he has been able to pass his water
with freedom, and has never required a
 catheter.

The introduction of a catheter in a case of
acute cystitis is, of course, an undesirable opera-
tion and tends to increase the bladder disturb-
ance. Cessation of such catheterism seems a

prime essential to the cure of the bladder
trouble. Subsequent to the replacement of the
prostate in the case described above, I treated
this man's bladder trouble by urotropin, cysto-
gen and buehu tea, with uniformly progressive
benefit, until, after a few weeks, I saw him in
the field, hoeing his potatoes. I doubt if a

surgeon would have considered his case favor-
able for surgical interference at the time I ap-
plied my treatment.

A QUESTIONNAIRE ON SACRO-ILIAC
JOINT LESIONS

By H. W. Marshall, M.D., Boston.

Letters were sent to three hundred and fifty
doctors, and eighty-two replies have been re-

ceived. These include opinions of general prac-
titioners, general surgeons, medical internists,
gynecologists, obstetricians, genito-urinary sur-

geons, neurologists, and roentgenologists from
Boston and neighboring cities; besides opinions
of thirty-two orthopedists scattered among some
of the larger cities from San Francisco to Bos-
ton, and from Manitoba to Louisiana.

The original letter is reprinted, in part, to
make clear to readers exact details which led
to the tables that are given below

LETTER.

My dear Dr.- :

Your ideas differ from many other doctors
in many respects and you are to be con-

gratulated.
Differences of opinion naturally increase in

number and variety as medical knowledge be-
comes more voluminous and varied, so that the
question may be asked whether medical effi-
ciency is going to sink to zero when we are

overwhelmed by a chaos of numberless facts.
Will the medical profession resemble a culture
of active yeast cells growing in champagne and
finally be brought to a state of quiescence as

yeast is finally inhibited by its own accumu-

lated intoxicating products of growth?
This fate can be delayed, at least, if numer-

ous points of agreement are cleared from the
field of controversy.

The writer has collected a fairly comprehen-
sive outline of ideas relating to sacro-iliac joint
lesions, and has numbered them for convenient
reference. Copies are being sent to a selected
list of physicians in the hope that they may be
persuaded to assist in this experiment by check-
ing off the items that each can agree to person-
ally, without stretch of credulity. In this man-

ner a survey of the selected topic can be ob-
tained that is certain to be interesting; and
perhaps general differences between special
viewpoints will be illuminatingly shown.
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Seven Sample Reply Cards.
Items agreed with are underscored.
Items disagreed with have a line drawn through

them.
Doubtful items are left unmarked-
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OUTLINE OF CONCEPTIONS OP SACRO-ILIAC LESIONS.

[Note—Italicized numbers indicate that the
items which they mark have been agreed to by
the majority of orthopedists whose opinions
have been received.]
(1) Sacro-iliac joints exhibit very limited slid-

ing motions only when relaxed. They have

smooth opposed fibro-cartilaginous bearing sur-
faces, and are held together by strong ligaments
and muscles.

(2) Sacro-iliac joints are subject to diseases as
other joints are. (3) Sacro-iliac joint tubercu-
losis occurs infrequently as compared with tu-
berculosis of other joints. (4) Hypertrophieperiosteal thickenings and calcifications of liga-
mentous insertions into periosteum are seen
commonly around peripheries of sacro-iliac
joints as around margins of other joints. (5)
Fibro-cartilages and adjacent bone may be dis-
integrated in destructive tubercular lesions.
(6) Non-tubercular bacteria and their toxins
act on sacro-iliac joints as they do on internal
structures of other joints with production of
local tenderness and pain. (7) Neoplasms of
iliac bones and sacra occasionally develop and
involve sacro-iliac joints so that neoplasms are
diagnosed during their early stages generally
as simple sacro-iliac strains. (8) Sacro-iliac
strains accompany lesions of the lumbar spine
or hip joints, or both, at times, and especially
frequently are lumbo sacral ligamentous strains
associated with shifting strains of dorsal sacro-
iliac ligaments and sacro-sciatic ligaments.
(9) Motions of sacro-iliac joints are nor-
mally absent in strong healthy persons. (10)
There are latent possibilities for normal limited
motion that become demonstrable during relax-
ations of pelvic ligaments accompanying late
stages of pregnancy. (11) Definite pathologi-
cal motions with objectively demonstrable re-
peated slippings in chronically weakened joints
occur in an extremely small proportion of all
cases of sacro-iliac strains. (12) Dr. Goldth-
wait of Boston first brought into clinical promi-
nence the possibility of sacro-iliac motion by his
demonstrations on patients and cadavers. (13)
Dr. Smith-Petersen of Boston more recently has
observed directly rhythmical changes in posi-
tions of sacro-iliac joint surfaces of definite
slight degrees that were synchronous with respi
ratory movements. His observations were made,
incidentally, on patients with chronically re-

laxed joints during operative procedures to in-
duce ankylosis, and joint surfaces in these an-

esthetized patients were seen to move through
openings tunneled laterally through thick iliac
regions of innominate bones.

(14) Very slight changes in positions of bones
of sacro-iliac joints that cannot be demonstrated
objectively, probably occur very frequently.
(15) Evidences of such slight slippings or sub-

luxations are to be found in histories of sudden
slipping sensations felt by patients, followed by
back pains and tenderness localized in sacro-
iliac regions. (16) Clinicians consider that this
evidence in connection with knowledge of the
relatively plane characters of sacro-iliac joint
surfaces and with knowledge of functional
changes and anatomical stretchings of ligaments,
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warrants diagnosis of slight sacro-iliac slipping
in the majority of instances. (17) Such diag-
noses can never be made positively, however,
and without doubt occasional catchings in smaller
intervertebral articulations, or simply abrupt
loosenings locally of insertions of a few liga-
mentous fibers or muscle bundles are included,
erroneously, in diagnosis of sacro-iliac slipping.
It is very probable, however, from the size and
anatomic peculiarities of joint surfaces that
sacro-iliac dislocations are most common causes
of very common slipping sensations.
(18) Sacro-iliac ligaments are relatively ex-

tremely strong and inelastic, but there seems to
be sufficient elasticity in temporarily weakened
ligaments to allow them to stretch a little with-
out rupturing and to permit slight slipping sensa-
tions. (19) In the majority of slight subluxations
perhaps there are immediate perfect reductions
of dislocations again. (20) Sequence of events ap-
pears to be that temporarily increased strains
on sacro-iliac regions cause slight elastic stretch-
ing of ligaments followed by slight slipping of
joint surfaces, next followed by immediate relief
of temporarily increased tension on ligaments.
The relief of tension lets ligaments shorten
again instantaneously and joint surfaces slip
back into their old positions or remain immov-
ably held in inappreciably dislocated positions
with no evidences of slipping remaining, except
the sensations felt by patients and subsequent
soreness and pains felt in their backs.
(21) Sacro-iliac ligaments show peculiarities
common to all strong ligaments of similar char-
acter. (22) They strengthen and hypertrophy
under the influence of continued activity. (23)
They weaken with prolonged disuse. (24) They
weaken temporarily when blood supplied to
them remains of poor quality for sufficiently
long time. (25) They strengthen or weaken and
continually change slowly in response to the sum
of influences always acting upon them. (26)
Traumata of severe character produce severe
symptoms when sustained by either normal or
abnormal ligaments. Slight traumata may pro-
duce disproportionately severe symptoms in lig-
aments already seriously weakened from other
causes. (27) Gradual calcifications of liga-
mentous insertions take place in response to
long-continued mechanical strains, repeated
mild toxaemias and other obscure vascular in-
fluences acting in combination until vital-
ity of points of greatest ligamentous strain
are lowered to the degree that final calci-
fication processes set in slowly. (28) Liga-
ments that have become stretched to marked
degrees may be very weak, or moder-
ately weak, or of average strength, or of more
than average strength, depending on circum-
stances attending the stretching process and
subsequent reparative processes. (29) Liga-
ments that have not stretched appreciably may
be very weak, or moderately weak, or of aver-

age strength, or more than average strength.
(30) Strengths and lengths of ligaments have
to be as carefully separated as physiologi-
cal and anatomical peculiarities of other struc-
tures have to be, although both frequently have
to be considered together.
(31) Bates of changes in ligamentous strengths
determine to very important degrees severities
of accompanying symptoms. (32) Extremely
slow weakenings cause mild symptoms. Mod-
erately rapidly developing weakness is accom-
panied by moderate symptoms. Extremely rapid
weakening produces severe symptoms. (33) It
is as impossible to judge the severity of back
symptoms from degrees of ligamentous laxity
as it is to judge severity of foot symptoms in
foot strains from heights of arches of the feet.
(34) Stretched ligaments possess powers of
shortening very gradually again under favora-
ble circumstances as weil as recovering their
strengths gradually. These peculiarities may be
seen convincingly with badly relaxed and
weakened ligaments of knee-joints, and these
are able to restore their former condi-
tions completely at times, or even strengthen
to greater degrees than existed previously.
(35) As long as sacro-iliac ligaments, or

any other ligaments remain adequate for
their physiological tasks anatomic peculiari-
ties possess no pathological significance yet re-
main latent menaces of difficultly estimated im-
portance.
(36) X-rays confirm clinical facts although
there are difficulties in interpretations at times.
(37) They show that demonstrable pathological
relationships of extreme degrees between bones
of sacro-ilac joints are extremely rare. (38)
Border line cases are more common. (39) Nor-
mal relationships between bones, in certain
cases, may be associated with varying grades
of symptoms among different patients, depend-
ing on factors mentioned in (32). (40) Posi-
tions of bones seen in single x-rays furnish no

absolutely conclusive evidence usually in sim-
ple sacro-iliac strains without fractures, of the
details of previous ligamentous integrity or

weakness, because of confusion arising from
possible congenital bony variations. (41) Sin-
gle x-rays do not show whether changes of '

ligamentous laxity have been slight or great,
or whether changes of ligamentous strength have
been slight or great, or whether either or

both of these changes have taken place
slowly or rapidly. (42) Very gradual stretch-
ings of pelvic ligaments that have continued un-
til marked degrees are present without pro-
nounced symptoms may be complicated in their
late stages by slight new injuries for which
x-rays are taken. Under these conditions pecu-
liarities in bony positions revealed will be
ascribed almost certainly and erroneously
to the recent injuries, whereas, in reality
they developed gradually before the latter
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were received. (43 In industrial accidents it
would be necessary if x-rays alone were

depended on to have them taken before
and after accidents in order to measure

any changes that might occur. This obvi-
ously absurd proposition can be dismissed with-
out comment. (44) X-ray variations in border
line cases are so slight that it is impossible to
tell from them alone whether they represent
old compensated slight laxities of no significance
or recent changes of positions of bones that are

intimately connected with existing symptoms.
(45) Bony variations of sacra and verte-
brae and variable degrees of lumbar spinal
curves possess variable influences that are diffi-
cult to estimate, but which are potential factors
along with variable weights and variable
strengths of ligaments concerned with develop-
ments of pathological symptoms. (46) Goldth-
wait first pointed out that unusually long trans-
verse processes of fifth lumbar vertebrae im-
pinge against adjoining iliac bones at times and
may pry or hold apart weak sacro-iliac joints.
(47) In abrupt weakening of pelvic ligaments,
associated with severe injuries, it is probably
true that extremely long transverse processes of
fifth lumbar vertebrae become jammed occasion-
ally against iliac bones and contribute to impor-
tant degrees to the continuance of symptoms in
these rather infrequent cases. (48) In gradual
stretchings of pelvic and lumbar ligaments long
impinging vertebral processes probably occasion-
ally possess significance to less important de-
grees. (49) Long transverse vertebral processes
are congenital variations that are elements of
strength probably at times, and presumably
prevent development of symptoms of sacro-iliac
strain in some instances by reinforcing weaken-
ing ligaments at such times more than short
processes would do. (50) It is impossible from
clinical data to identify in many cases to which
one of these classes any individual belongs. (51)
Long transverse vertebral processes should not
be trimmed off as thereby more harm than bene-
fit results because of necessary surgical damage
to important attached ligaments. (52) Some
anatomical shapes and sizes of sacra and some

lumbar curves are more difficult than others for
ligaments of sacro-iliac joints to hold, and
therefore some must be considered greater con-

tributing factors than others in influences which
all exert.

(53) Vascular conditions vary from time to
time abruptly or slowly in different instances,
and exert variably important influences on va-

riable ligamentous strengths. (54) Vascular in-
fluences depend on degrees of vascular varia-
tions, whether good or bad, and on variable
lengths of time of their continuous actions on

ligaments or other joint structures. (55) There
are three types of vascular influences, namely,
those that produce gradual weakenings and
stretchings of ligaments without very pro-

nounced painful symptoms; secondly, those
that produce very little laxities of ligaments,
but which are associated with marked muscular
rigidity and joint tenderness and pronounced
pain; thirdly, mixed types combining peculiar-
ities of the other two in intermediate degrees.
(56) Those associated with muscular rigidity,
tenderness and pain are thought to be of bac-
terial or toxic origin. Those associated with
ligamentous stretchings, slight soreness and pain
are thought to be caused by defects among pro-
portions of normal vascular constituents, more
or less marked anaemia being usually observed
in these latter cases. (57) Distant bacterial
foci that are thought to exert influences
through the blood stream on articulations, af-
fect the latter to important or slight degrees,
depending on the size and degrees of activity of
different foci and depending on variable effi-
ciencies of natural protective mechanisms of the
body from time to time. (58) Small, inactive
foci are cared for best by the natural protec-
tive mechanisms, while large active foci should
be diminished therapeutically, if possible, to les-
sen their harmful influences on crippled joints.
(59) Neurological phases of sacro-iliac lesions
are rather obscure. (60) There may be trophic
nerves running to the joints, but their
existence is purely theoretical. (61) Tem-
porary interference with normal intestinal
and urinary functions follow moderate
injuries to sacro-iliac and lumbar regions
not infrequently, and these temporary
symptoms may be due to slight pressures
or stretchings of the sympathetic ganglonated
cord or its connections, as they all lie intimately
applied to the anterior aspect of the vertebral
column. (62) Early manipulations of spine
and pelvis under anaesthesia will terminate ab-
ruptly, in rare instances, derangements in func-
tions of intestinal and urinary sphincters ; but
paralyses of intestines and bladder also result
from unskilful ether manipulations. (63) Leg
pains in thighs, calves and feet are very com-

mon accompaniments of sacro-iliac injuries.
(64) Conceivably they may result from pres-

sures of oedematous swellings following injuries,
either on the sympathetic nervous system or on

emerging spinal nerves, or on both. (65) Con-
ceivably they are produced by stretchings of
spinal nerves when bony displacements are very
great, but usually subluxations are too slight to
make this explanation possible. (66) Probably
they are of reflex nature in some instances and
induced by lesions of pelvic and abdominal
organs. Direct irritations of sensory nerve fila-
ments in periosteum or ligamentous insertions
by mechanical strain of body motion and body
weight presumably explain many of the painful
symptoms. (6*7) Back pains can be independent
entirely of co-existent sacro-iliac ligamentous
strains, when there are independent vaso-motor
disturbances in the nervous system, or when
the nervous tissues are unstable from causes
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lying within themselves, or when they react to
faulty proportions of vascular constituents, or
when they have been jarred directly by abrupt
mechanical causes in so-called traumatic neu-
roses.
(68) Onsets of pathological back symptoms
range from extreme slowness to extreme ab-
ruptness with all intermediate grades exhibited
by many different oases. (69) Extremely grad-
ual onsets represent mainly slow, continuous
undermining influences of vascular defects in
their actions on muscles and ligaments. (70)
Abrupt onsets are commonly produced, yet
not invariably by mechanical injuries. (71) In-
termediate types are produced by vascular
and mechanical factors working together
very commonly, and in more even com-

binations. (72) When vascular defects have
brought ligamentous resistances to low de-
gree by long-continued action, then trivial
traumata only are needed to cause pathological
symptoms. (73) When vascular conditions act
sufficiently long, onsets may occur without ap-
preciable trauma, although the influence of
strain from body weight is never absent. (74)
When vascular influences have undermined
strengths only to slight degrees, then more se-

vere traumata are required to set up pathologi-
cal symptoms.
(75) Durations of abnormal back symptoms de-
pend on continuance of vascular defects, or con-
tinuance of mechanical strains, or combinations

.

of the two factors. (76) Whenever the sum of
the two harmful influences changes to favorable
level through subsidence of one or both in-
volved factors, then strengths begin to return
gradually, and if favorable conditions continue
long enough uninterruptedly at most favorable
levels, there may be return of ligamentous
strengths that even surpass strengths existing
previously to injuries. (77) It should be clearly
understood that it is possible for an extremely
trivial injury rarely to be the actual starting
point of long-continued back weakness. (78)
A very severe trauma may be followed by
prompt, continuous, complete recovery in
a healthy young adult.

(79) There is no easy way of standardizing
treatments when there is such a plethora of
ideas already existent. Therapeutic measures

may be as imperfect and incomplete, or be as
well-balanced and skillfully applied, as each
physician's understanding is of the particular
problem. Physical therapeutic measures, mas-

sage, exercises, ether manipulations, mechanical
braces, belts, jackets, strappings, diets, internal
medical regulations, treatments of infective foci,
and surgery each have appropriate and in-
appropriate uses at times in sacro-iliac
troubles. (80) The art of medical prac-
tice varies independently, although it is in-
timately associated with medical science, and
there is as much difficulty in standardizing

refinements of medical art as there is in classi-
fying individual excellencies of other ac-

complished artists. We should agree, however,
on the scientific medical principles which con-
trol medical practices.

DISCUSSION.

So many interesting comments and criticisms
have accompanied the replies to the question-
naire, that brief reference should be made to
them.

Some doctors have replied frankly that they
have not had time to pass judgments on the
items of the outline. Others have returned the
outline unanswered with the information that
their opinions would not possess much value.
Some have restricted themselves to answering
a few points about which they have very posi-
tive opinions. There have been some who have
agreed with all points. No single item, how-
ever, has been unanimously agreed on. The
majority of all opinions are agreed on the ma-

jority of items.
A surgeon expressed himself as follows:

"What do I know about a lot of these theoreti-
cal questions, and how are they going to be set-
tled by a plebiscite?" An orthopedist said
some items are self-evident facts and that the
rest he knew nothing about. Another conserva-.
tive surgeon said, ' ' I think the paper goes much
further in detail than any exact knowledge that
I know of would justify. But, in a general way,
I agree with it." An internist remarked that
he didn't know so much could be said about
sacro-iliac jonts. A roentgenologist stated face-
tiously, "After a terrific feat of mental gym-
nastics, I have underscored some of the
numbers."

Some would have the items split more finely,
because they agree with part and disagree with
other parts of certain items. A careful opinion
from Winnipeg, Manitoba, notes that the word,
"fibrositis" is not mentioned anywhere in the
outline.

Much can be said, either in favor or against
this plan of obtaining a vote on this special
topic. A sufficient number of answers have
been received, however, to furnish an interest-
ing sample of prevailing medical opinions. The
tables tend to show the present state of devel-
opment of orthopedic views, and to what extent
they are shared by other departments of
medicine.

The natural query arises concerning what is
to be done about the many doubts and disagree-
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ments. Shall physicians be collected like a

legal jury and closeted in forced discussions un-
til better understandings are reached? Un-
doubtedly, very many differences would be
cleared away by thorough interchange of ideas
and further explanations. They would be a

boon to patients and would force medical prog-
ress, but new points of difference, without
doubt, would be discovered in thorough discus-
sions. Such a plan would not meet with ap
proval of those physicians who prefer strongly
to keep their own ideas exclusively for their
private patients.

As long as the progress continues, some

phv'sicians will be a short distance in advance of
the majority, and with them the latter will
agree only incompletely; and there always will
be some physicians whose energies have been
directed almost exclusively in different direc-
tions, who will agree less completely than the
majority on many special topics.

The pendulum of opinion has swung, in the
past, toward more and more complete medical
examinations and more and more thorough
treatments ; but in the future, it seems there
is a likelihood of return swinging away from
unnecessarily elaborate treatments, as we be-

• come more and more seriously embarassed with
a superabundance of knowledge and methods.

Undoubtedly we shall continue, as we have
been doing, multiplying special ideas, and orig-
inating new schemes, that bring to each doctor
patients to practise on, as long as the public
confidence remains unshaken. With diminu-
tion of the confidence of the public, there may
develop, possibly, a new type of physicians,
discrimination experts or special types of gen-
eral practitioners, who aim to pick out, with
increasing care, various limited sets of examina-
tions and treatments from among innumerable
available kinds in order to secure most satisfac-
tory results.

The foregoing outline of sacro-iliac lesions
that the writer has prepared, may be described
as a series of items that range from reliable
facts to plausible theories based on scientific
ideas. Plausible theories have been included,
because they are useful, for it is possible to re-

lieve patients at times through faint clues that
are correct, although unprovable.

Medical science discountenances such a plan,
yet the present generation of doctors and pa-
tients, presumably, will be dead before all

points touched on in this outline are proved
or disproved convincingly to everyone.

Medical science must oppose, necessarily, the
unproved theories of medical art while it re-

mains interested always in the latter. Medical
art ought to uphold with equal enthusiasm and
tenacity its own peculiar practices, originating
useful new theories and fancies, keeping always
in advance of scientific medical progress, al-
ways watching for and accepting new facts
that medical science laboriously establishes.
Plausible theories are liable to be precursors
of scientific facts.

Apparently there are other practitioners who
believe, with the writer, that best medical prac-
tice very commonly is based on a balanced com-

bination of established facts and carefully con-

sidered theories, that in this manner unre-
strained speculations are avoided, as well as

certain intolerably strict requirements of purely
scientific methods. It was with these ideas in
view that the outline on sacro-iliac lesions was

prepared as a tentative working basis for use

now.
Item 9—Motions of sacro-iliac joints are nor-

mally absent in strong, healthy persons—has
received considerable criticism, and will be am-

plified and discussed further. Other items
could be treated in this manner profitably, if
space permitted.

In addition to the statement of the outline,
it may be said that motions of sacro-iliac joints
exist quite commonly to very slight degrees
in strong, healthy persons, without appreciable
symptoms. Arguments revolve about defini-
tions of what constitutes a normal condition.
The writer has the following ideas on the
subject :

When a butcher splits down the vertebral
column of a lamb in the median line in prepar-
ing cuts of meat, it can be observed that soft,
central portions of intervertébral discs bulge
out immediately, proving that contents of in-
tervertebral spaces have been held compressed
by normal tensions of Vertebral ligaments.
Similar strong ligaments hold sacro-iliac joints
tightly together under similar tension origi-
nally, without doubt, although no elastic inter-
articular substance is present to show evidence
of such pressure, when sacro-iliac joints are

split across.
This tense state of ligaments is comparable

to elastic muscle tone, and the writer would
recognize both as representing normal states,
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while all pronounced laxities would be consid-
ered abnormalities, even though they are not
associated with pathological symptoms of ap-
preciable degrees.

Ligaments undoubtedly stretch in physio-
logical manner during pregnancies, and often
do not regain their normal tone again, being
comparable in this respect to symptomless laxi-
ties of variable degrees of abdominal walls, fol-
lowing parturition. Ligaments stretch and
weaken also in obscure conditions associated
with anaemias and vascular defects, and sub-
sequently strengthen, not infrequently, without
regaining their original lengths. It seems bet-
ter to the writer to designate these slight resid-
ual laxities as slight defects which do not in-
terfere appreciably, in many instances, with
normal physiologic rigidity of the pelvis.

To obtain a precise idea of the amount of
ligamentous stretching required to permit
slight slipping, also the extent of slipping that
may take place, let the following experiment be
made. Place the surfaces of the two thumb
nails in contact and press them firmly together.
Then push, or pull, one surface back and forth
over the other a little, until a clicking sound
is produced as friction between the two tightly
pressed surfaces is overcome.

Note what an extremely slight slipping some-
times will produce it. If the thumbs are

pressed very strongly, the sound is loud, and
it diminishes as pressure diminishes. There
are accompanying sudden muscular sensations
felt in the arms, a slight giving way when the
slipping occurs, which may be compared with
back sensations described as feelings of some-

thing giving way. If a tight band encircled
the two opposed thumb tips, it would have to
possess only an immeasurrably small amount
of elasticity to permit such extremely slight
sliding displacements.

Another experiment may be tried in making
one's fingers crack audibly. Some persons have
ligaments of their finger joints elastic enough
to permit imperceptible sudden slippings of
joint surfaces easily when a finger is pulled in
direction of its extended length. There are
similar slight giving way sensations as observed
in the instance of the thumb nail slipping.

Other joints may be made to crack in similar
fashion without appreciably painful symptoms ;
and if these signs and sensations are trans-
ferred to sacro-iliac joints, a satisfactory theo-
retical understanding of their slight imper-

ceptible motions becomes possible. Rigid pelves
of strong, healthy persons can be made to crack
occasionally, especially if ligaments are
stretched under ether anaesthesia. Osteopaths
crack sacro-iliac joints without anaesthesia.
These sounds are caused sometimes, probably,
by joint slippings and sometimes by other
causes, as, for example, slippings between sur-

faces of muscular aponeuroses.
The statement in item 9 is incorrect, if slight

symptomless laxities of ligaments are consid-
ered normal, if emphasis is laid on these slight
defects representing traces of motion that re-

quire keen powers of imagination, often, to ac-

cept, while normal pelvic rigidity is relegated
to the background.

Man}7 doubts and disagreements, presuma-
bly, could be traced to unavoidable incomplete-
ness of description in the outline, facts being
known and doubts about them fewer than the
outline indicates.

Matters of far greater practical importance
than slight, symptomless joint slippings, are

physiological properties of ligamentous and
fibrous tissues of sacro-iliac or other joints.
Their physiology should be understood, if at-
tempts are made to re-inforce ligaments with
orthopedic braces, or to strengthen them by
other therapeutic means.

Space does not permit discussion of differ-
ences between living and dead ligamentous or
connective tissue fibers, their variations in
strengths, lengths and elasticities from time to
time. Nor powers of growth, hypertrophy, in-
flammatory reactions, waste, repair, possessed
by all living tissues. Nor bio-chemical and bio-
physical peculiarities that appear extremely
fanciful to some doctors at first glance.

Nevertheless, the writer ventures to believe
that many treatments are bunglingly managed,
and that more harm than benefit results from
medical care of back troubles, not infrequently
because physicians reject unfamiliar ideas as

unwarantable theories. Backs, in consequence,
may be supported too much, exercised too
much, manipulated too vigorously, vascular reg-
ulations neglected, and so on, and yet patients
continue to recover, in spite of such treatment.

Obscure vascular conditions and ways that
joints may be influenced through the blood,
are items about which the majority of all physi-
cians have rightly expressed doubts, although
more might accept them as plausible theories.

A general surgeon commented on the outline
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as follows: "A large number of observations,
or deductions, especially those on vascular
changes, are, in my opinion, purely speculative,
and rest upon no anatomic, physiologic, or clin-
ical basis whatever. "An orthopedist said:
"'There are so many highly theoretical, to say
nothing of extremely improbable suppositions
in this paper, that the questions are hard, in-
deed, to answer."

Obscure infinitely complicated reactions of
living tissue cells to obscure infinitely compli-
cated peculiarities of blood and lymph are far
Temoved, apparently, from gross anatomical,
physiological, and mechanical problems of many
successful orthopedic or general surgical prac-
titioners. If, however, anyone cares to study
the data and theories pertaining to cellu-
lar biology long enough, it is possible to get
one's imagination and thought tuned correctly
to the pitch demanded by this topic.

Then there will be observed numerous sug-
gestive clinical data that can be linked with
gross anatomic peculiarities and established
physiologic facts on a biological basis to form
plausible theories which the writer has found
very useful in practice. Space does not permit
their discussion, but in the meanwhile obscure
reactions continue to take place between joints,
blood and lymph, whether or not we accept them
or try to understand them. We have to fit our
convenience to the complexities of the situation,
not try to fit complexities entirely to our great-
est convenience.

An orthopedic opinion from California states
that the most important mechanical etiological
factors, namely, vertebral conditions, are

hardly considered in the questionnaire. The
following comments of a general surgeon
are interesting: "In anaemia, muscles may
atrophy, and more load be thrown on the liga-
ments, but I am not sure that anemia causes

atrophy and weakening of the ligaments. What
proof have you that a ligament varies in size
and strength with the vascular changes? In
subjects with marked muscular atrophy, there
is no evidence of ligamentous atrophy. Liga-
mentous attachments may weaken, but I doubt
if the ligament weakens."

After reviewing all of the foregoing ideas
and opinions, it is easier to picture what de-
termines the precise treatment any selected
patient may receive. Treatments are deter-
mined by clinical judgments, carefully or hur-
riedly made, based on complete or incomplete

understandings of underlying scientific facts,
and modified by clinical facilities at hand. It
may appear plain that any lightly conceived
whim, perhaps erroneous, can decide what shall
happen to the patient, despite all scientific
safeguards. Medical speculations are very li-
able to be dangerous, also they are indispensi-
ble for greatest clinical successes, frequently;
therefore working hypotheses and theoretical
conceptions should be subjected to close scrutiny
and criticism, such as this outline has received.
These discussions may yield, possibly, more
accurate complete conceptions for all who have
cooperated, and the writer wishes to express his
hearty thanks to each of those who have helped
to make this paper possible.

Tables of Opinions Received.
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11

12

13

14

15

Nümbek Per Cent.

orthopedic 27 4 1 84 13 3
balance 43 5 2 86 10 4
total 70 9 3 85 11 4
orthopedic 31 1 0 97 3 0
balance 40 9 1 80 18 2
total 71 10 1 87 12 1
orthopedic 30 2 0 94 6 0
balance 34 16 0 68 32 0
total 64 IS 0 7S 22 0
orthopedic 21 6 5 66 19 15
balance 26 23 1 52 46 2
total 47 29 6 58 35 7
orthopedic 29 3 0 91 9 0
balance 27 22 1 54 44 2
total 56 25 1 69 30 1
orthopedic 27 4 1 84 13 3
balance 29 18 3 58 36 6
total 56 22 4 68 27 5
orthopedic 25 6 1 78 19 3
balance 22 27 1 44 52 2
total 47 33 2 58 40 2
orthopedic 24 7 1 75 22 3
balance 33 17 0 66 34 0
total 57 24 1 70 29 1
orthopedic 17 9 6 53 28 19
balance 35 11 4 70 22 8
total 52 20 10 64 24 12
orthopedic 29 3 0 91 9 0
balance 37 13 0 74 26 0
total 66 16 0 80 20 0
orthopedic 29 3 0 91 9 0
balance 31 17 2 62 34 4
total 60 20 2 73 25 2
orthopedic 24 8 0 75 25 0
balance 24 26 0 48 52 0
total 48 34 0 58 42 0
orthopedic 10 20 2 31 63 6
balance 7 43 0 14 S« 0
total 17 63 2 21 77 2
orthopedic 23 8 1 72 25 3
'balance 38 10 2 76 20 4
total 61 18 3 74 22 4
orthopedic 23 7 2 72 22 6
balance 38 11 1 76 22 2
total 61 18 3 74 22 4
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Tables of Opinions Received (continued).

Item

Number Per Cent.

orthopedic 19 9 4 60 28 12
balance ' 36 13 1 72 26 2
total 55 22 5 67 27 6
orthopedic 20 9 3 63 28 9
balance 32 17 1 64 34 2
total 52 26 4 63 32 5
orthopedic 24 6 2 75 19 6
balance 37 12 1 74 24 2
total 61 18 3 74 22 4
orthopedic 21 S 3 66 25 9
balance 33 16 1 66 32 2
total 54 24 4 66 29 5
orthopedic 14 12 6 44 37 19
balance 29 20 1 58 40 2
total 43 32 7 52 39 9
orthopedic 30 2 0 94 6 0
balance 34 16 0 68 32 0
total b4 18 0 78 22 0
orthopedic 25 7 0 78 22 0
balance 31 18 1 62 36 2
total 56 25 1 68 31 1
orthopedic 27 5 0 84 16 0
balance 34 15 1 68 30 2
total 61 20 1 75 24 1
orthopedic 19 21 1 59 38 3
balance 27 22 1 54 44 2
total 46 34 2 56 42 2
orthopedic 25 7 0 78 22 0
balance 27 22 1 54 44 2
total 52 29 1 64 35 1
orthopedic 29 3 0 91 9 0
balance 40 10 0 80 20 0
total 69 13 0 84 16 0
orthopedic 15 17 0 47 53 0
balance 17 31 2 34 62 4
total 32 48 2 39 59 2
orthopedic 23 9 0 72 28 0
balance 30 19 1 60 38 2
(total 53 28 1 65 34 1
orthopedic 22 10 0 69 31 0
balance

'
24 25 1 48 50 2

total 46 35 1 56 43 1
orthopedic 21 11 0 66 34 0
balance 21 28 1 42 56 2
total 42 39 1 51 48 1
orthopedic 15 16 1 47 50 3
balance 17 32 1 34 64 2
total 32 48 2 39 59 2
orthopedic 16 15 1 50 47 3
balance 22 26 2 44 52 4
total 38 41 3 46 50 4
orthopedic 25 6 1 78 19 3
balance 29 21 0 58 42 0
total 54 27 1 66 33 1
orthopedic 26 6 0 81 19 0
balance 30 19 1 60 38 2
total 56 25 1 68 31 1
orthopedic 25 6 1 78 19 3
balance 32 18 0 64 36 0
total 57 24 1 69 30 1
orthopedic 19 8 5 59 25 16
balance 33 13 4 66 26 8
total 52 21 9 03 26 11
orthopedic 26 6 0 81 19 0
balance 29 21 0 58 42 0
total 55 27 0 67 33 0
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orthopedic 21 11 0 66 34 0
balance 20 30 0 40 60 0
total 41 4l 0 50 50 0
orthopedic 19 13 0 59 41 0
balance 29 20 1 58 40 2
total 48 33 1 59 40 1
orthopedic 25 7 0 78 22 0
balance 31 18 1 62 36 2
total 56 25 1 68 31 1
orthopedic 27 5 0 84 16 0
balance 29 21 0 58 42 0
total 56 26 0 68 32 0
orthopedic 20 11 1 63 34 3
balance 29 21 0 58 42 0
total 49 32 1 60 39 1
orthopedic 21 11 0 66 34 0
balance 32 17 1 64 34 2
total 53 28 1 65 34 1
orthopedic 26 6 0 81 19 0
balance 32 18 0 64 36 0
total 58 24 0 71 29 0
orthopedic 30 2 0 94 6 0
balance 30 20 0 60 40 0
total 60 22 0 73 27 0
orthopedic 18 11 3 56 35 9
balance 20 28 2 40 56 4
total 38 39 5 46 48 6
orthopedic 19 10 3 59 32 9
balance 18 30 2 36 60 4
total 37 40 5 45 49 6
orthopedic 17 12 3 53 38 9
balance 17 32 1 34 64 2
total 34 44 4 41 54 5
orthopedic 18 11 3 56 35 9
balance 11 39 0 22 78 0
total 29 50 3 35 61 4
orthopedic 24 8 0 75 25 0
balance 23 27 0 46 54 0
total 47 35 0 57 43 0
orthopedic 17 11 4 53 35 12
balance 18 31 1 36 62 2
total 35 42 5 43 51 6
orthopedic 24 8 0 75 25 0
balance 24 26 0 48 52 0
total 48 34 0 58 42 0
orthopedic 11 19 2 34 60 6
balance 18 30 2 36 60 4
total 29 49 4 35 60 5
orthopedic 14 17 1 44 53 3
balance 13 35 2 26 70 4
total 27 52 3 33 63 4
orthopedic 9 22 1 28' 69 3
balance 11 37 2 22 74 4
total 20 59 3 24 72 4
orthopedic 12 17 3 37 54 9
balance 11 37 2 22 74 4
total 23 54 5 28 66 6
orthopedic 21 11 0 66 34 0
balance 25 25 0 50 50 0
total 46 36 0 56 44 0
orthopedic 21 9 2 66 28 6
balance 27 22 1 52 44 2
total 48 31 3 58 38 4
orthopedic 25 7 0 78 22 0
balance 28 22 0 56 44 0
total 53 29 0 65 35 0
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Tables of Opinions Received (continued).

Item

Number Per Gent.

orthopedic 19 13 0 59 41 0
balance 19 30 1 38 60 2
total 38 43 1 46 53 1
orthopedic 20 10 2 63 31 6
balance 17 31 2 34 62 4
total 37 41 4 45 50 5
orthopedic 15 15 2 47 47 6
balance 9 39 2 18 78 4
total 24 54 4 29 66 5
orthopedic 27 4 1 84 13 3
balance 36 14 0 72 28 0
total 63 18 1 77 22 1
orthopedic 19 11 2 59 35 6
balance 24 25 1 48 50 2
total 43 36 3 52 43 5

orthopedic 20 10 2 63 31 6
balance 17 31 2 34 62 4
total 37 41 4 45 50 5

orthopedic 18 14 0 56 44 0
balance 16 33 1 32 66 2
total 34 47 1 41 58 1

orthopedic 23 9 0 72 28 0
balance 22 27 1 44 54 2
total 45 36 1 55 44 1
orthopedic 26 6 0 81 19 0
balance 33 17 0 66 34 0
total 59 23 0 72 28 0

orthopedic 13 15 4 41 47 12
balance 19 30 1 38 60 2
total 32 45 5 39 55 6

orthopedic 24 5 3 75 16 9
balance 34 16 0 68 32 0
total 58 21 3 71 25 4

orthopedic 15 15 2 47 47 6
balance 15 35 0 30 70 0
total 30 50 2 37 61 2

orthopedic 17 13 2 53 41 6
balance 20 28 2 40 56 4
total 37 41 4 45 50 5

orthopedic 15 14 3 47 44 9
balance 20 28 2 40 56 4
total 35 42 5 43 51 6

orthopedic 15 14 3 47 44 9
balance 19 29 2 38 58 4
total 34 43 5 41 53 6

orthopedic 14 15 3 44 47 9
balance 20 29 1 40 58 2
total 34 44 4 41 54 5

orthopedic 12 19 1 38 59 3
balance 14 35 1 28 70 2
total 26 54 2 32 66 2

orthopedic 25 7 0 78 22 0
balance 36 14 0 72 28 0
total 61 21 0 74 26 0

orthopedic 27 5 0 84 16 0
balance 37 13 0 74 26 0
total 64 18 0 78 22 0

orthopedic 30 1 1 94 S 3
balance 43 7 0 86 14 0
total 73 8 1 89 10 1

orthopedic 23 8 1 72 25 3
balance 40 10 0 80 20 0
total 63 18 1 77 22 1

REPORT ON DERMATOLOGY
By John T. Bowen, M.D., Boston.

SITUATION OF LUPUS VULGARIS.1
Carl With, first assistant at the Finsen Light

Institute at Copenhagen, recognizing the well-
known fact that the situation of lesions often
gave important information with regard to di-
agnosis, instituted an investigation into the fre-
quency with which lupus vulgar is appeared in
various localities. He examined 665 patients
over 16 years of age, of whom 492 were women

and 173 men. Among these, lupus vulgaris
was found only eleven times on the scalp, and
in none of these cases was the scalp the only, or

the primary locality affected. In 26 patients,
lupus vulgaris was found on the forehead, and
in these it was rarely a primary localization,
but was usually connected with foci elsewhere,
especially with spots in the eyebrows, and rarely
continuous with spots at the root of the nose
or on the temple. In 33 patients the affection
occurred on the temple, but in no case was this
the primary or sole localization. The inner cor-

ner of the eye was affected in 17 patients, and
then usually developed in scars from perforated
dacryocystitis, which had often followed lupus
in the nasal cavity. Lupus of the upper lid oc-

curred only 13 times, mostly in men, and only
once was this the primary locality. It occurred
only 11 times on the lower lid, and 18 times on

the eyebrows. The nose, which, more than any
other part, gives lupus its character, was af-
fected in 323 cases, about 48% ; and in 208 cases
this was the primary locality. It is nearly al-
ways the soft part of the nose that is attacked
first. The cheeks were just as often affected as

the nose. The ears were the seat of lupus 76
times, and the region of the neck 202 times.
Lupus is relatively rare on the trunk, and when
present is usually on the buttocks or the shoul-
ders. The upper extremities are more fre-
quently attacked than the lower.

With regard to children, it was found that the
younger the individual, the more frequently,
comparatively, were the extremities attacked.
It was found that lupus of the nose behaves
differently in children than in adults, and that
the nose suddenly becomes, at about the age of
puberty, the most frequent point of attack.

It is now generally recognized that lupus of

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at UNIVERSITY OF CHICAGO LIBRARIES on June 22, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.


